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ABSTRACT OF THESIS

USE OF THE DIAGNOSTIC AND STATISTICAL MANUAL- 5
AMONG CURRENT MUSIC THERAPY STUDENTS

The Diagnostic and Statistical Manual (DSM) provides updates of diagnostic
criteria and it is crucial that clinicians from all relevant fields are aware of new
terminology. Music therapists are increasingly being added to interdisciplinary teams
and need to efficiently communicate with other professionals. This study aimed to
discover if current music therapy students are familiar with the DSM-5 before they enter
their professional practice. Music therapy students from two American Music Therapy
Association-approved universities completed a survey aimed to assess their use and
knowledge of the DSM-5. A total of 58 participants were included in the analysis.
Findings from the survey revealed that seniors had a higher level of knowledge of the
DSM-5 and referred to it in their courses more so than freshmen and sophomores.
However, a high rate of students indicated that they did not discuss the DSM enough in
their music therapy courses, non-music therapy courses, and clinical experiences. If
more universities were sampled in future studies, educational programs could closely
examine the preparedness of music therapy students with regards to DSM training and
then make curriculum modifications as needed.
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Chapter One: Introduction
Teamwork is favored among medical and educational practices as it improves
outcomes for patients and students as opposed to single-method treatments (Disis &
Slattery, 2012; Malone, Gallagher, & Long, 2001; Paletz & Schunn, 2010; Reeves,
Perrier, Goldman, Freeth, & Zwarenstein, 2013; Van Der Vegt & Bunderson, 2005).
Research reveals that collaboration is not only beneficial to the individual served, but also
the individual service providers and the team as a whole (Giangreco, Prelock, Reid,
Dennis, & Edelman, 2000; Hall & Weaver, 2001; Malone et al., 2001). When
collaboration is successful, team members may experience a sense of value among their
colleagues and have opportunities to expand their own knowledge base by learning from
others (Van Der Vegt & Bunderson, 2005). However, when teamwork is unsuccessful, it
can derail common treatment goals.
Futile team efforts can be attributed to egocentric mindsets, rigid theoretical
perspectives, undefined roles, and poor communication (Atwal & Caldwell, 2006; Jones,
2006; San Martin-Rodriguez, Beaulieu, D'Amour, & Ferrada-Videla, 2005).
Interprofessional education trains professionals in improving collaboration with others.
Strategies can include role playing, shadowing one another in the field, and shared tools
used by each member that bridge communication gaps. The Diagnostic and Statistical
Manual, or DSM, is one such tool that health care and related service providers from all
backgrounds can refer to in order to discuss student or patient needs efficiently. The
DSM contains standardized diagnostic labels, symptoms, and terms of mental health
disorders without identifying with one particular theoretical paradigm over another (i.e.

1

medical/physiological, psychodynamic, behavioral, etc.) so that professionals from all
backgrounds use familiar language while maintaining their own conceptual framework.
The release of the most recent edition of the DSM-5 in May 2013 brought about
noteworthy changes, including deletions and additions of entire diagnoses, as well as
diagnostic criteria (American Psychiatric Association, 2013). With such significant
changes, if all team members are not familiar with current terminology, communicating
progress and needs can become challenging. Due to the fact that music therapists work
with a variety of populations and settings, it is essential that music therapy education
programs provide, at minimum, an overview of vernacular from these areas. For music
therapy students interested in working in mental health, special education, or general
health care, the DSM-5 is an accessible and comprehensive instrument containing
frequently occurring terms and diagnoses. Although there are numerous studies
regarding techniques and strategies of interprofessional collaboration education, there is
little research involving the DSM as an instructional tool, and even less concerning music
therapy students’ use of the DSM. The lack of research in this area provides a rationale
for this current study.
Definition of Terms
Diagnostic and Statistical Manual (DSM) is a standard diagnostic classification of
mental disorders published by the American Psychiatric Association (APA) that provides
a common language among mental health professionals (APA, 2013).
Interdisciplinary teams work towards a common goal often by exchanging ideas
and coordinating efforts together rather than separately and meet frequently to discuss
progress (D’Amour et al., 2005, p. 120).
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Interprofessional education (IPE) is “an intervention where the members of more
than one health or social care profession, or both, learn interactively together, for the
explicit purpose of improving interprofessional collaboration or the health/well being of
patients/clients, or both” (Reeves et al., 2013, p. 2).
Multidisciplinary teams are comprised of several professionals who share a
common goal and work independently of each other, meaning that they work solely on
their area of expertise and do not necessarily have team meetings (D’Amour et al., 2005,
p. 120).
Related services are “developmental, corrective, and other supportive services as
are required to assist a child with a disability to benefit from special education” (U.S.
Department of Education, 2004, 34 C.F.R. § 300.24 (a)).
Transdisciplinary teams involve professionals whose functions overlap as they
take on aspects of each other’s roles so they must be familiar enough with each other’s
duties to be able to perform tasks outside of their own field (D’Amour et al., 2005, p.
120).
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Purpose
The purpose of this study was to examine current music therapy students’
familiarity with, use of, and perceptions of the DSM-5 in their educational, clinical, and
personal experiences. This study specifically investigated the following research
questions:
1. Is the DSM-5 being used as an instructional tool in current pre-intern music
therapy students’ education?
2. What are the levels of perceived knowledge of the DSM-5 among current preintern music therapy students?
3. Where is knowledge of the DSM-5 most frequently gained during current
music therapy students’ academic career?
4. What are the levels of personal, academic, and clinical uses of the DSM-5
among current music therapy students and their perceptions of the usefulness of
the DSM to their professional growth?
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Chapter Two: Review of Literature
Professional Collaboration in Medicine and Education
Often in medical, mental health, and special education settings, diverse
professionals make up a treatment team that provides comprehensive care best suited to
the individual’s needs. The “two heads are better than one” principle has long been
carried out and researched, and has more recently become the preferred model of most
health care and special educational programs (D'Amour, Ferrada-Videla, San MartinRodriguez, & Beaulieu, 2005; Darsie, 2009; Reeves, Perrier, Goldman, Freeth, &
Zwarenstein, 2013; San Martin-Rodriguez, Beaulieu, D'Amour, & Ferrada-Videla, 2005).
Merging specialists from differing backgrounds with a range of experiences and
knowledge can lead to sharing of new information, innovative solutions to unique
problems, and improved outcomes for the patient or student (Disis & Slattery, 2012;
Malone, Gallagher, & Long, 2001; Paletz & Schunn, 2010; Reeves et al., 2013; Van Der
Vegt & Bunderson, 2005). As discussed by Van Der Vegt and Bunderson (2005), team
members exposed to new paradigms compel a cross-fertilization of ideas, leading to both
individual and collective learning. Disis and Slattery (2012) pointed out that grouping
individuals with similar backgrounds and shared mindsets results in unimaginative
problem solving and sequential thinking, whereas diverse teams that think connectively
are more likely to develop radical solutions. There are times when one simple answer will
suffice to address one equally straightforward problem, but more often than not, the
complexity of human lives begs for a solution (or rather, solutions) that will address the
multiple components of an issue. Disis and Slattery (2012) gave the example of obesity as
a comprehensive problem that involves research of lipid metabolism, genetics, and cell
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growth, as well as endocrinologists, pediatricians, exercise physiologists, internists,
nutritionists, economists, behavioral researchers, and psychologists in order to arrive at an
answer. Numerous professionals united by a common goal may sooner find solutions than
an individual relying on one area of knowledge, one set of ideas, and one perspective.
Reeves et al. (2013) asserted that given the complexity of patient needs, interprofessional
collaboration has been identified as being vital to provide effective and efficient health
care.
Within school settings, in addition to general and special educators, related service
providers make up an interdisciplinary team that works towards providing educational
services tailored to that particular student with special needs. The Individuals with
Disabilities Education Act (IDEA) defines related services as developmental, corrective,
and other supportive services necessary to reach special education goals for children with
disabilities (United States Department of Education, 2004). Over the past few decades,
there has been growing research that indicates students with special needs benefit from
these additional services in order to achieve academic, social, and behavioral goals.
Collaborative efforts of related service providers and teachers could promote the
acquisition of new skills for students with Individualized Education Programs, or IEPs
(Malone et al., 2001). As additional supports are incorporated into a student’s IEP,
collaboration among team members is crucial to promote the highest level of success for
each student. Services can include but are not limited to: (a) physical therapy; (b)
occupational therapy; (c) speech and language pathology; (d) interpreting services; (e)
psychological services; and (f) music therapy. Team members are expected to not only
develop an education plan involving their delivery of services, but also to establish a
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shared framework and common goals. Additionally, service providers can expand their
own breadth of knowledge and ultimately devise a unique educational and behavioral
strategy that best reaches the student’s needs by working collaboratively (Giangreco,
Prelock, Reid, Dennis, & Edelman, 2000). Determining a common objective centered on
that individual is the foundation for which various modes of teamwork originate.
Teamwork is defined several ways in educational and medical settings. While
often used interchangeably, the terms that describe team environments imply the degree of
collaboration that takes place within those teams (D'Amour et al., 2005). The three terms
found in the literature that are most commonly associated with teamwork are the
following: multidisciplinary, interdisciplinary, and transdisciplinary. Multidisciplinary
teams are comprised of several professionals who share a common goal and work
independent of each other, meaning that they work solely on their area of expertise and do
not necessarily have team meetings. Interdisciplinary teams work towards a common goal
often by exchanging ideas and coordinating efforts together rather than separately and
meet frequently to discuss progress. Transdsciplinary teams involve professionals whose
functions overlap as they take on aspects of each other’s roles so they must be familiar
enough with each other’s duties to be able to perform tasks outside of their own field
(D’Amour et al., 2005; Hall & Weaver, 2001; Jessup, 2007). D’Amour et al. (2005)
attempted to identify common theoretical frameworks of collaborative practice by
examining 17 papers regarding core concepts of interprofessional work. Among the
various conceptual structures of teamwork identified within the studies, the analysis
revealed the following unifying threads throughout the papers:
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. . . [C]ollaborative processes are developed with two purposes in mind, to serve
client needs and to serve professional needs. Thus, the two constant and key
elements of collaboration are: (1) the construction of a collective action that
addresses the complexity of client needs, and (2) the construction of a team life
that integrates the perspectives of each professional and in which team members
respect and trust each other. The two purposes appear to be inseparable, inasmuch
as one cannot collaborate without having taken the time to develop a collective
life, and there is no use in developing a collective life without having first
established the need to collaborate in responding to identifiable patient needs.
(D’amour, 2005, p. 127)
Regardless of the format in which teams operate, the foundation for their origination is to
improve treatment for the individual they serve. Once that has been established, all
involved in the team process may partake in the advantages, including the patient or
student, individual team members, and the team as a whole.
Benefits for Patient/Student
The primary basis for establishing an interprofessional team is for the benefit of
the patient or student that the team aims to treat and is the “ultimate justification for
collaborative care” (D’amour et al., 2005, p. 126). Effective collaboration can decrease
the patient’s length of stay in a hospital, lowering medical expenses for both the patient
and the hospital (Reeves, et al., 2013; Vazirani, Hays, Shapiro, & Cowan, 2005).
Hospitalization bills can accumulate rapidly, so for a patient undergoing medical
treatment, reducing the financial burden may allow the patient to focus on recovery.
Unnecessary procedures and doubling up on services may also be minimized as a result of
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teamwork, lowering the cost of staffing and interventions (Hall & Weaver, 2001).
Numerous studies have recorded the benefits of patient care provided by a team in
comparison with single-treatment modalities, such as improvements in patient safety and
case management, as well as delivering better health services (Reeves et al., 2013). As
with the medical arena, a multimodal treatment team may also yield positive outcomes in
special education. Students with special needs often learn more effectively when material
is presented in a less traditional format. Thus, alternative interventions generated from
creative team processes may provide more opportunities for learning pathways. Services
to children with special needs can be enhanced when IEP team members generate and
merge strategies through group efforts (Dettmer, Dyck, & Thurston, 2005). It is when
each team member is operating at his or her best that the individual being served may
experience the highest quality of innovative treatment.
Benefits for Professionals
Although the central focus of teamwork is the person being treated, the team
members involved in the treatment can also experience positive outcomes related to
successful collaboration. In instances of effective teamwork, notable benefits such as an
increase in employee performance and job satisfaction have been identified (Darsie, 2009;
Hall & Weaver, 2001; Vazirani, 2005). When a team member feels valued among their
colleagues, the quality of their work and their efforts are likely to be improved (Hall &
Weaver, 2001; Van Der Vegt & Bunderson, 2005; Vazirani et al., 2005). Conversely,
someone whose endeavors are ignored, disregarded, or undervalued will be less inclined
to provide their best as they begin to doubt their own abilities and worth among the team.
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Benefits for Team
When a team witnesses success in treating a patient or student, the experience of
working as a group member forms positive associations, which leads to willingness to
participate in future team projects. If a team maintains regular membership, the team can
arrive at solutions more rapidly as a result of their cohesiveness. Even with inconsistent
membership, the more experience each participating clinician has with teamwork, the
better the outcomes in future group cases. Malone et al. (2001) surveyed 148 general
education teachers in early childhood or elementary schools on IEP teams with the aim to
measure attitudes and perceptions about teamwork to determine how personal attitudes of
teamwork influence the effectiveness of team functioning. Findings revealed that not only
does collaboration impact a student’s level of success, it can also encourage cohesion
among team members in that it “promotes the exchange of ideas, sharing of knowledge,
insight provided by other perspectives, and the ability to learn from people trained in
different disciplines” (Malone et al., 2001, p. 578). Survey results indicated that
teamwork was favored among general education teachers, and that positive attitudes
towards team process impacted (a) the team’s ability to cooperate, (b) the teams’ balance
and participation, (c) use of conflict resolution, and (e) equal power among the team
(Malone et al., 2001). Of the top benefits of working as a team that were reported,
discipline collaboration and sharing of knowledge and ideas were the most commonly
identified (Malone et al., 2001). Van der Vegt and Bunderson (2005) argue that a sense of
membership among the team, or “collective team identification,” is an “emotionally
significant aspect of one’s identity” that increases individual’s commitment to the team
goals instead of their own agenda (p. 5). However, in order to achieve high levels of
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cohesion among team members, each professional must be willing to openly communicate
and have respect for differing treatment modalities and styles.
Barriers to Successful Collaboration
As Disis and Slattery (2012) aptly phrased it, “collaboration is common; true
coordinated teamwork is rare” (p. 1). Atwal and Caldwell (2006) examined nurses’
perceptions of multidisciplinary teamwork through observations and interviews. They
found that the while the participants agreed with the importance of collaboration to reach a
common goal, overall, they did not have a positive view of how that was executed within
their teams. The barriers to successful teamwork that this study identified were differing
perceptions of teamwork, varying levels of skills acquisitions to perform as an essential
team member, and the dominance of medical power that detracted from the ultimate team
purpose (Atwal & Caldwell, 2006). Losing sight of the overarching goal and being unable
to set aside title status disparities eventually led to difficulties for the patient.
San Martin-Rodriguez et al. (2005) pointed out that “organizations are increasingly
reliant on teamwork” and that “an organization’s success or failure depends on how
effective its people are at working together in teams” (p. 132). Collective knowledge of
each respective field does not guarantee a successful team; it is highly determined by each
individual team member’s predilection for being a part of a group rather than being solely
responsible for making decisions and receiving total credit for ideas. There are numerous
obstacles that interfere with effective teamwork, and the following are three of the most
commonly cited among the literature: undefined or overlapping roles, hierarchical
dominance, and communication issues.

11

Undefined/Overlapping Roles
For those in helping professions, treatment may hold similarities in objectives and
delivery of services. Experienced, highly trained clinicians might experience frustration if
they feel that someone else is already fulfilling their role, leading to tension among the
group. Additionally, where role conflict and role ambiguity are present, levels in job
performance and job satisfaction go down, thus resulting in a lack of motivation to
participate within the group (Darsie, 2009). Individuals who agree to participate on a
team first need to be aware of and accept the gray zones where their own contributions to
the group effort may overlap with others (San Martin-Rodriguez et al., 2005). Each team
member should be adequately skilled in the area they represent and be confident in what
they have to offer the team, but also be aware of what they cannot do. Giangreco et al.
(2000) cautioned individuals against presuming that they can attend to every student need
and that they must acknowledge the limitations of their own knowledge. Professionals
might find that their job functions coincide with their colleagues’, or that they are
expected to complete tasks outside of their typical responsibilities when there is an unmet
need. If specific tasks are not completed due to lack of communication or if team
members view the role as being outside or beneath their job title, patients or students
might experience considerable difficulties with their progress (Atwal & Caldwell, 2006).
Multidisciplinary group work requires a balance of establishing how each member will
function as well as flexibility when overlap occurs.
Hierarchical Dominance
The chain of command in medical and educational organizations creates a vertical
ladder of authority and governance. This model of hierarchy is successful and often
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necessary to achieve substantial progress within various institutions. However, teams
require a temporary removal, or a least diminution, of those positions in favor of a level
plane where ideas have equal consideration and value. Malone et al. (2005) found that
valuing other team members’ professional knowledge and opinions leads to providing the
highest level of service to students. However, for highly skilled professionals who have
been immersed in philosophies and theoretical frameworks specific to their respective
fields, widening their perspective to incorporate another’s views opposes everything
they’ve been taught (D'Amour et al., 2005). The underlying competitiveness and power
differences among professionals interfere with one of the basic characteristics of
collaborative practice– equality between professionals (Malone et al., 2001; San MartinRodriguez et al., 2005). During an attempt to study a multidisciplinary team approach to
developing a care pathway for patients with schizophrenia, Jones (2006) describes
experiencing “professional defensiveness” concerning team member’s roles and functions
during interactions with the participants in the study (p. 26). The author went on to
discuss the nature of territorialism expressed by the participants:
Each group has claimed to work with a particular aspect of the patients’ illness and
‘jealously guarded’ against losing any of this ground; leading professionals to
reassert professional boundaries by not standardizing care and disengaging from
the project. In a sense, a protectionist mentality undermined the process,
professions more concerned with protecting their image than committing to an
outcome, which they may not be able to reach. (Jones, 2006, p. 26)
Territorial attitudes of members over the self-imposed statuses associated with their titles
inhibit team growth and lead to power struggles within the group. In a review by D’amour
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et al. (2005), studies that cited successful collaboration viewed power among the team as
being based on experience and knowledge rather than titles. Laying aside egocentric
attitudes and preconceived notions regarding job titles removes unnecessary distractions,
allowing clinicians to focus on their central goal.
Communication Issues
With such a wide array of team members of different backgrounds working
together, misunderstandings and role confusion due to communication issues can occur.
Poor communication skills between professionals of different disciplines are identified as
one of the major factors preventing effective interdisciplinary teamwork (Hall & Weaver,
2001; San Martin-Rodriguez, et al., 2005; Zwarenstein, Goldman, & Reeves, 2010).
Giangreco et al. (2000) highlighted communication among team members as being central
in avoiding “unnecessary gaps, overlaps, and contradictions” (p. 361) among each service.
Successful treatment requires effective communication and an ability to convey
information in a comprehensible manner among the entire team. This can lead to cohesion
among the team, insight into other disciplines, and sharing of ideas (Malone et al., 2001).
Although this is a crucial skill for team members to have, universities have spent little
time educating students on these skills (Hall & Weaver, 2001).
Teaching Effective Communication
Years of education, training, and experience focus on specialization and promote
autonomy and individuality; therefore, skills required to cooperate in a team environment
may not come naturally to health care or education professionals. The tendency might be
to stereotype other team members by assuming that they “just don’t understand” the other
viewpoints, and to “argue and defend rather than seek conciliation and integration” (Van
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Der Vegt & Bunderson, 2005, p. 535). Due to these complications, interprofessional
education, or IPE, exists to train professionals to improve collaboration as a team. IPE
maintains that being an effective team member is a learned skill that medical staff,
clinicians, and educators can be taught at various points in their academic and professional
careers (Dettmer et al., 2005). IPE has been shown to have positive outcomes, leading to
required training in interprofessional care for health care professionals. This training can
result in successful collaboration distinguished by mutual respect, role clarity, effective
performance, and communication (Hall & Weaver, 2001). It is equally imperative that
future educators undergo some form of IPE or team working during their training.
Dettmer et al. (2005) point out that teachers are in a position to model collaboration,
respect, and effective communication skills for their students, who will have those same
expectations in their careers and communities as they enter adulthood.
Timing
Although one viewpoint is that students should have a concrete understanding of
their own specialized field before learning how to function as a team member, a prominent
argument in literature is that students should be exposed to IPE during their formal
education. Proponents believe that IPE should be taught early in a person’s training and
continued throughout the professional career (Reeves, et al., 2013). The educational
system plays a key role in effective professional teamwork as it can highlight
collaboration as a valuable and necessary practice for medical and education students (San
Martin-Rodriguez et al., 2005). Hall and Weaver (2001) assert that because universities
are responsible for training health care professionals, educational systems must be flexible
and responsive so as to better prepare students. This may include providing IPE courses
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or seminars that cover current language and communication trends surrounding patient
diagnoses and symptoms. In a study investigating student’s attitudes towards IPE,
participants’ perceived understanding of other professions was compared pre- and postIPE training (Medves, Paterson, Broers, & Hopman, 2013). Initially, responses showed a
high level of perceived understanding before IPE courses, but declined towards the end of
the project, indicating that participants realized that they did not know as much about
other professions as they had initially thought (Medves et al., 2013). Another rationale for
implementing IPE is the Affordable Care Act’s emphasis on interdisciplinary teams and
the need for new health care professionals to learn to work alongside their team members
(Beidas & Manderscheid, 2014). By exposing students to interprofessional collaboration,
they learn the groundwork for successful cooperation and communication in the future.
Strategies
Training, team meetings, and standard tools exist that help to unify team members
to achieve common goals, including the Diagnostic and Statistical Manual (DSM).
Techniques include shadowing other professionals on the job, enacting case studies and
team scenarios through role playing, and utilizing shared resources that are applicable to
all professions involved. In a review done by Hall and Weaver (2006), several studies
revealed that communication skills and attitudes improved in medical students after they
shadowed nurses and were exposed to the nurses’ roles and responsibilities. Conversely,
another study found that without any interdisciplinary training, 80% of medical students
had a negative attitude towards nurses and thought that nurses did not have “legitimate
roles independent of physician orders and expectations” (Hall & Weaver, 2001, p. 871).
With a newer profession such as music therapy, misconceptions regarding job function
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can be common. In one psychiatric hospital, interdisciplinary professionals had
conflicting thoughts about music therapy goal areas, especially when goals were similar to
their own. However, team members had a better understanding of the role of and regard
for the abilities of the music therapist after directly observing a music therapy session
(Darsie, 2009).
Another component in improving communication is ensuring a general
understanding of each other’s tasks, which is not to say that each team member become an
expert in the others’ field, but that “enough of a shared language exists to facilitate team
work” (Paletz & Schunn, 2010, p. 87). Gaps in disciplinary language can be bridged with
universal terminology that clearly conveys client symptoms and diagnoses; this
terminology can be found in resources such as the DSM. Interprofessional teams can
reduce misunderstandings and tension by establishing a shared linguistic practice and
using inclusive language (Sheehan et al., 2007). The tangle of terminology makes it
challenging for teams to focus on the goal central to their endeavors and can halt or delay
that treatment process. Dettmer et al. (2005) bring up the habits that educators and school
consultants can revert to if they are not careful in the way they speak with other team
members:
When addressing issues, it is tempting for educators to slip into “educationese”,
(convoluted and redundant phrases), “jargon,” (in-house expressions that
approximate educational slang), and “alphabet soup” (acronyms that appear to lay
people to be a form of code). But if collaborative school consultation is to be
accepted by teachers and school administrators, it must be presented in bold, clear
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language. This requires careful attention to semantics, or the study of meaning and
ways meaning is structured in language. (p. 47)
Fundamental terminology that is necessary to team functioning should be established in
advance and reviewed as needed to clear up any confusion (Epstein, 2005). The DSM is
one text that addresses mental health related disorders/disabilities. It is considered to be a
benchmark for identifying symptoms and diagnosing patients in the U.S.
Diagnostic and Statistical Manual to Improve Communication
The DSM is a classification of mental disorders that provides a common language
among a wide range of clinicians (American Psychiatric Association [APA], 2013). The
DSM contains standardized diagnostic labels, symptoms, and terms of mental health
disorders without identifying with one particular theoretical paradigm over another (i.e.
medical/physiological, psychodynamic, behavioral, etc.) so that professionals from
various backgrounds use familiar language while maintaining their own conceptual
framework. Numerous specialized health care and therapeutic providers, such as
physicians, psychiatrists, nurses, social workers, and occupational therapists, have used
the DSM to communicate patient needs. As research grows, the DSM provides updated
editions to reflect new findings. The most current edition, the DSM-5, was released May
of 2013 with numerous changes, including additions and removals of entire diagnosis
(APA, 2013). Students and professionals alike have motivating factors to familiarize
themselves with the DSM-5 as described by the following:
Attending to the changes and discussing them with colleagues and clients will
speed adoption of the new common language. Modeling ethical, careful, current
diagnostic practices may have a positive ripple effect on colleagues as well. If
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counselors, supervisors and counselor educators all use the terms and criteria set
forth by DSM-5, we can more easily communicate within our profession and
across treatment teams. In fact, the DSM-5 authors made a special call for all
clinicians to use the DSM-5 language as carefully and specifically as possible.
(Welfare & Cook, 2014, p. 242)
If team members are not aware of these changes, difficulties can arise in accurately
communicating information relevant to patient treatment. Yager (2011) told clinicians,
“don’t get too attached to your diagnoses,” due to the fact that the DSM releases revisions
approximately every 10-20 years and a clinician can expect to see 3-4 versions of the DSM
during their professional careers (p. 288). Making the transition to teaching the DSM-5
may require a change in curriculum focus and one of the challenges is teaching students
how to think about diagnosis (Yager, 2011). Sheehan et al. (2007) raise the question of
whether or not undergraduate education of relevant health professionals is preparing
students to be a part of a team. They also stress that overlapping roles, working well with
others, and the use of appropriate shared language are crucial topics for educational
programs to cover (Sheehan et al., 2007). With the newest edition of the DSM released in
2013 and the controversial press surrounding several of the major changes, it is important
that current music therapy students are being taught the implications of these changes in
regards to their clients and how to communicate with other clinicians. Before the DSM-5,
the DSM used a multiaxial diagnostic system for almost 20 years. According to a study
examining interprofessional knowledge of the multiaxial system before the release of the
DSM-5, over 90% of the physicians and nurses surveyed did not know the meaning of the
DSM-IV axes (Shaya, Chidiac, Daya, & Kverno, 2013). Results from that study also
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revealed communication barriers between psychiatry and other health care disciplines due
to a lack of understanding of the DSM. Shaya et al. (2014) proposed that future studies
should examine whether removing barriers to communication would help to integrate
alternative behavioral therapies with general medicine, improve collaborative care, and
increase benefits to patients.
The American Board of Psychiatry and Neurology will begin incorporating
information specific to the DSM-5 into their examinations for certification in psychiatry
by 2017, requiring psychiatry programs to highlight changes to the DSM in their
instruction (D’Souza, 2014). Mental health professionals are also expected to use the
DSM-5 in their day-to-day clinical routines (Kupfer, 2014). Modi, Avari, and Ferrando
(2012) proposed that the DSM taskforce set forth recommendations for training programs
on how to teach students to implement the changes. As a result of the edits in the DSM-5,
patients may no longer meet criteria for a certain diagnosis, or may now be eligible for
services when they previously did not due to changes in symptom criteria. Knowing the
changes to the DSM-5 will help future clinicians better inform patients of their diagnoses
so they can better understand their symptoms and treatment (Welfare & Cook, 2014).
Students in all domains of clinical and therapeutic programs need to be familiar with these
changes for not only treatment purposes, but billing purposes as well. Specifically, topics
such as access to mental health care and affordability of services for clients are crucial to
discuss (D’Souza, 2014). There are implications to coding and billing, reimbursement,
and insurance coverage that current and future clinicians must be aware of. Beidas and
Manderscheid (2014) claim that most trainees in psychology programs are graduating
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without understanding how the Affordable Care Act will impact their practice, leading to
critical problems in the workforce.
In August of 2013, David Kupfer, chair of the DSM-5 taskforce, stated that “it is
timely to target specific plans for residency training for the next 24 months” in light of the
“unparalleled opportunity for residency training to incorporate diagnosis and assessment
into the curriculum, supervision, and clinical care” (Kupfer, 2014, p. 60). Given that this
statement was made just over one year ago, there is a need to evaluate the efficacy of
DSM-5 training by educational programs thus far so as to modify teaching approaches
where necessary. Universities are where those changes begin by introducing students to
the new standard for communicating mental health diagnoses. Modi et al. (2012)
wondered if trainees are entering a clinical world for which they are not adequately
prepared to treat patients. Although the DSM is considered the basis for communicating
psychiatric diagnoses using shared language, levels of knowledge about the DSM-5 are
relatively unexplored (Shaya et al., 2013). Moving forward, student perspectives on the
DSM-5 are essential for educational faculty and program directors to take into
consideration as they modify their curriculum to reflect DSM revisions (D’Souza, 2014).
With such significant modifications, it is important to know if these changes are
being taught to young professionals in educational programs, such as psychology,
medical, nursing, and specialized therapy programs like occupational therapy, recreational
therapy, speech and language pathology, and music therapy.
DSM-5 as Educational Tool for Music Therapy Students
Music therapy is the evidence-based practice of implementing music-based
interventions to achieve non-musical cognitive, physical, and emotional goals with a
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variety of populations by a certified music therapist who is qualified according to the
approved standards for music therapy professionals. The education of a music therapist
can be at the undergraduate or graduate levels, and includes clinical training in mental
health, special education, and/or health care (American Music Therapy Association
[AMTA], 2012). A music therapist can be a part of a treatment team in a medical, mental
health, or special education setting where it is necessary to work with other professionals,
such as (a) physicians; (b) nurses; (c) teachers; (d) occupational therapists; (e) recreational
therapists, (f) speech and language pathologists; and (g) counselors. The music therapy
program at an AMTA- approved university requires courses in music therapy as well as
other related electives, which can include education regarding the DSM.
Given the gap in literature regarding levels of knowledge of the DSM-5 among
students in clinical fields, there is a need to examine whether or not educational programs
are effectively teaching the newest DSM to future professionals. Specifically, music
therapy students must be current with terminology and language used in other professions
to be consistent and validated as a clinician. As music therapists are increasingly being
integrated into health care and special educational teams, there are more opportunities for
misunderstandings and communication issues to arise. Being prepared at the educational
level and up-to-date with one of the most commonly referred to mental health texts, the
DSM, music therapy students can learn to combat those issues. The rationale for this
study is the gap in the literature examining whether the DSM-5 is being taught to students
in music therapy programs. The purpose of this research study is to address the following
questions:
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1. Is the DSM-5 being used as an instructional tool in current pre-intern music
therapy students’ education?
2. What are the levels of perceived knowledge of the DSM-5 among current preintern music therapy students?
3. Where is knowledge of the DSM-5 most frequently gained during current music
therapy students’ academic career?
4. What are the levels of personal, academic, and clinical uses of the DSM-5
among current music therapy students and their perceptions of the usefulness of
the DSM to their professional growth?
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Chapter Three: Method
Prior to conducting this study, an exemption for approval was received from the
University of Kentucky Institutional Review Board, Office of Research Integrity
(Appendix A). Given that the participants were unidentifiable and that disclosure of the
participants’ responses provided no foreseeable risk, this study was determined to be
exempt by the Institutional Review Board.
Participants
A purposive sample of music therapy students from two American Music Therapy
Association-approved universities were solicited to participate in this study, Florida State
University and the University of Kentucky. The focus of the study was to determine the
use of the DSM-5 in current music therapy education, therefore working music therapy
professionals and students who had already or were currently completing their clinical
internships were not asked to participate in the study. All genders and races were
encouraged to participate. Approximately 200 undergraduate and equivalency music
therapy students were invited to participate in the survey, with a desired response rate of
30% (60 individuals). All pre-intern, undergraduate and equivalency music therapy
students who received the survey were invited to participate.
The music therapy professors the University of Kentucky and Florida State
University were contacted via email requesting their assistance in disseminating the
surveys to their students. The surveys were mailed via USPS to professors with
instructions on how to distribute, collect, and return the surveys, along with the return
postage for the surveys to be mailed back. Study data were collected through participant
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responses on a paper survey. There was no compensation or incentive given to the
participants for completing the survey.
A total of 59 individuals participated in the survey. One student was excluded
because he/she did not meet inclusion criteria, resulting in a total sample size of 58.
Instrumentation
The survey tool used in this study was comprised of four sections: (a)
demographic information; (b) DSM-5 usage; (c) implications of change; and (d)
knowledge of DSM-5. These questions were utilized to gather information regarding the
use of the DSM-5 as an educational tool being taught in various areas of the student’s
instruction. This instrument is further detailed in the following sections and the survey
can be found at Appendix B.
Demographic Information
The survey began by asking the participants to answer six questions designed by
the researcher (Appendix B) that provided general information regarding their (a) year of
study; (b) gender; (c) clinical internship completion; (d) number of clinical experiences;
(e) settings of clinical experiences; and (f) populations seen during clinical experiences.
The response choices of facilities and populations provided with were consistent with
categories and terminology used by the American Music Therapy Association (AMTA)
in their annual workforce survey. Year in school was asked rather than age and was
labeled as freshman, sophomore, junior, senior, and equivalency. Age response was not
asked as it was not a research focus and disclosure of an exact age would increase the
possibility of participant identification.
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A question asking the number of clinical practicum experiences was presented as
choices 1, 2, 3, and 4 or more to gauge the participant’s level of experience working in a
clinical experience outside of the classroom. These levels were chosen because the
higher the year in school, the more practicum experiences students undergo. Students
were not asked to specify a practicum number greater than four since four or more
practica increase the opportunity to work with populations with which DSM knowledge is
relevant.
Participants were asked to select all applicable facilities in which their clinical
experiences took place. They were presented with 19 setting options with two options
labeled “other” where participants could write in alternative settings and one option of
“none,” totaling 22 check boxes. In a similar fashion, populations seen were presented as
22 population options with two options labeled “other” where participants could write in
alternative populations and one option of “none,” totaling 25 check boxes for participants
to select all that applied to their practica experiences. Facilities and populations were
based on categories and terminology used in the AMTA annual workforce survey.
DSM-5 Usage
The section concerning the use of the DSM-5 first asked participants if they own
or have access to a current or older copy of the DSM. Next, the survey assessed the
frequency that the students refer to the DSM-5 per semester in their music therapy
courses, non-music therapy electives, clinical experiences, and personal use. The ranges
were as follows: never (0), rarely (1-2), sometimes (3-5), often (6-9), and very frequently
(10 +). Similarly, the survey then asked the students to rate the usefulness of the DSM-5
in their academic, clinical, and personal experiences, as well as the degree to which they
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anticipated the DSM to be useful in their future professional careers. Possible responses
were never, rarely, sometimes, often, and very frequently.
Although the DSM-5 outlines numerous mental and physical conditions
applicable to many settings, it is primarily referred to in psychiatric care. Music therapy
students have opportunities to work in a number of different settings and are often
exposed to a wide variety of populations during their practicum. Participants were asked
to indicate the populations they had worked with in which DSM-5 information was
applied, selecting from the same 25 check box population option from the demographics
section. Then the participants were asked to list the populations in the order of most
DSM-5 information used to least during their work with that population.
Implications of Changes
Considering the number of changes to the DSM in the most recent edition, this
researcher not only wanted to assess the teaching of the DSM-5 in music therapy courses,
but also the education of the repercussions of those changes to services and clients. This
section began by asking in yes or no format if the students had discussed any recent
changes to the DSM in their music therapy and non-music therapy classes and if so, if
those changes would impact their future clients. More specifically, question 18 directed
participants to select the various ways these changes would impact their clients with
seven topics presented by the researcher and two options labeled “other” where
participants could write in alternative answers, totaling nine check boxes. The final
question in this section asked participants what kind of impact they thought the DSM-5
would have on music therapy services, options included positive, negative, no change, or
unsure.
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Knowledge of the DSM-5
The fourth and final section of the survey was designed by the researcher to
examine current music therapy student’s perceived level of knowledge of the DSM-5 and
their perceptions about the importance of its use in their academic and professional lives.
The first question asked participants to rate their perceived level of familiarity with the
DSM-5, ranging from not at all familiar, slightly familiar, somewhat familiar, moderately
familiar, and extremely familiar. They were then asked to identify where they gained the
most knowledge of the DSM-5 and were presented with six options, a music therapy
course, non-music therapy course, personal use, clinical setting, unsure, or other with an
option to write in an alternative response. Given the options yes, no, or unsure, the
students were then asked if they believed that they adequately discussed the DSM-5 in
their music therapy coursework, non-music therapy coursework, and clinical experiences.
The final two questions were short-answer format, allowing participants to write in their
own comments about the importance of having knowledge of the DSM-5 with some
populations over others, and regarding the importance of music therapy students to have
familiarity with the DSM-5 for educational, professional and clinical purposes.
Procedure
Music therapy professors at two AMTA-approved universities were emailed by
the researcher for their assistance in disseminating the surveys to their students. Once the
professors agreed, surveys were mailed via USPS to professors with instructions on how
to distribute, collect, and return the surveys, along with the return postage for the surveys
to be mailed back. A cover letter on the initial page of survey explained the nature of the
survey, instructions for participation, and terms of consent (See Appendix B).

28

Participants completed the survey by filling out the four sections of the survey as
mentioned above, returning it to their professors once completed. The survey ended with
a statement of appreciation for participation in the study. A total of 59 completed surveys
were returned to the researcher.
Data Analysis
All analyses were conducted using JMP statistical software version 10.0. Data
were analyzed using descriptive measures of means, modes, ranges, and percentages.
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Chapter Four: Results
Sample Description
Fifty-nine individuals responded to the written survey distributed to their
university. The survey cover letter outlined that completing and submitting the survey
constituted informed consent. Of the surveys returned, one participant who completed a
survey did not meet inclusion criteria and that survey was removed from analysis. The
remaining 58 surveys were analyzed descriptively. Participants did not answer several of
the questions, resulting in a slightly different “n” than the overall “n” of 58 for various
questions as unmarked answers were excluded.
Demographic Information
Of the 59 participants, 79.31% were female (n = 46) and 18.97% were male (n =
11) with one participant failing to provide an answer. Nearly half of all participants
(46.55%, n = 27) indicated that they were equivalency students while 22.41% were
seniors (n = 13), 15.52 were sophomores (n = 9), and 15.52% of participants were
freshmen (n = 9). No juniors responded.

Student Year
9

Freshmen
Sophomore

27

9

Junior
Senior
0

13

Figure 1. Student year

30

Equivalency

Participants had varying numbers of practicum experiences with 32.76% (n = 19)
having one practicum experience, 32.76% having had two practicum experiences,
15.52% with three practicum experiences, and 18.97% having had four or more
practicum experiences. The most commonly cited facilities in which the students’
practicum took place were children’s day care/preschool (n = 25), adult day care (n =
21), and in a medical hospital (n = 20). Of the populations seen, elderly persons (n =
33), individuals with Alzheimer’s/Dementia (n = 29), and individuals with
developmental disorders (n = 24) were reported as the most commonly served during
student practicum. All of the populations and settings selected are shown in Figures 2
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Figure 2. Clinical facilities
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Figure 3. Populations seen
DSM-5 Usage
Of the students who responded, 54.38% of students did not own a personal copy
of the DSM-5 (n = 31) whereas 45.61% indicated that they did own a personal copy of
the DSM-5 (n = 26). Of the 31 individuals who did not own a personal copy of the DSM5, 67.74% stated that they had access to a copy of the DSM-5 (n = 21). However, 9
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individuals (15.52%) said that they neither owned nor had access to a copy of the DSM-5.
Two participants indicated that they owned a previous version of the DSM.
When asked about their use of the DSM-5, the majority of students responded to
having referred to the DSM-5 in their music therapy courses five times or less per
semester (78.96%). Half of the participants who answered indicated that they have never
referred to the DSM-5 in their non-music therapy coursework while only one participant
answered “very frequently,” or 10 or more times per semester. None of the participants
answered having referred to the DSM-5 ten or more times during their clinical
experience. The majority of the students (66.07%) had never referred to the DSM-5
during their clinical experiences. The majority of students reported never using the DSM5 for personal use (52.63%) and no participants answered having referred to it ten or
more times (n = 0). See Table 1 for a complete list of the results.

Table 1
Reference to DSM-5
Never

Rarely

Sometimes

Often

(0)

(1-2)

(3-5)

(6-9)

Very
Frequently
(10 +)

Music therapy course:

17

11

17

9

3

Non-music therapy elective:

28

12

11

4

1

Clinical experience:

37

12

6

1

0

Personal use:

30

18

8

1

0

Study participants were asked to rate how often they found the DSM-5 to be
useful in their academic, clinical, and personal experiences and if they anticipated that the
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DSM would be useful to their future professional careers. In terms of academic
experience, 22.81% of participants said that they never found the DSM-5 to be useful and
28.07% rarely found the DSM-5 to be useful. When asked to rank the usefulness of the
DSM-5 to their clinical experience, 36.84% participants selected “never” and 31.58%
selected “rarely.” Similarly, 40.35% rated the DSM-5 as never being useful to their
personal experience and 33.33% rarely found it to be useful. Although the students
primarily indicated that the DSM-5 was never or rarely useful to them thus far, the
overwhelming majority of students anticipated that the DSM would be very frequently or
often useful in their future professional careers, with 41.07% selecting “very frequently”
and 33.93% selecting “often.” Table 2 shows the students’ ratings of the usefulness of
the DSM-5.

Table 2
Usefulness of the DSM-5
Never

Rarely

Sometimes

Often

Very
Frequently

Academic experience:

13

16

15

9

4

Clinical experience:

21

18

8

9

1

Personal experience:

23

19

9

4

1

Future professional use:

3

2

9

23

19

When asked to select the populations with which DSM-5 information had been
applied during their practica, the majority of students (56.25%) reported having never
used DSM information in their clinical experiences. The remaining students reported
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applying knowledge of the DSM-5 while working mostly with individuals with
behavioral disorders, autism, and emotional disorders. Remaining populations selected
are found below in Figure 4.
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Figure 4. Application of DSM-5 Information
Implications of Change
Participants were almost equally divided in their responses to whether or not they
had discussed changes to the DSM in their non-music therapy courses, with 51.72%
saying they had and 48.28% saying they had not. Within their music therapy classes, the
majority of participants (81.03%) had discussed the recent changes to the DSM while
18.97% had not. Of the 47 students who reported discussing changes to the DSM-5 in
their music therapy courses, 87.23% of them indicated that they also discussed how these
changes would impact music therapy clients. Specifically, changes to diagnostic labels
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and how these changes impact clients were most frequently reported as being discussed.
The following figure displays what was discussed in terms of how changes to the DSM-5
would impact music therapy clients.
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Figure 5. Topics impacting clients
When asked what kind of impact the changes to the DSM-5 will have on music
therapy services, the majority of students were unsure of the impact (62.07%), 20
students believed there would be a positive impact, 1 student said that there would be a
negative impact, and 1 student said there would be no change as shown in Figure 6.
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Knowledge of DSM-5
Participants were asked to rate their level of perceived familiarity with the DSM-5
and results were as follows: 17.24% were not at all familiar, 51.72% were slightly
familiar, 18.97% were somewhat familiar, 12.07% were moderately familiar, and zero
participants said that they were extremely familiar.
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When asked where they felt they gained the most knowledge of the DSM-5, the
majority of participants selected their music therapy courses (52.38%). The next highest
rated was non-music therapy courses (30.16%), followed by clinical settings (4.76%),
then personal use (3.17%). The remainder of students stated that they were unsure where
they gained the most DSM knowledge (9.52%). Table 3 shows whether participants
believe they adequately discuss the DSM-5 in various areas of their study. As can be
seen in the table, 50.88% of students believed their music therapy courses adequately
discuss the DSM, 43.86% do not feel that non-music therapy courses cover enough of the
DSM, and 54.39% believed that the do not adequately discuss the DSM in their clinical
settings.

Table 3
Adequate Discussion of DSM-5
Yes

No

Unsure

Music therapy coursework:

29

10

18

Non-music therapy coursework:

20

25

12

Clinical experiences:

8

31

18

The last two questions of the survey were presented in a short response, written
format to ascertain the participants’ perspectives on the importance and usefulness of the
DSM-5 to music therapists. When asked if there were certain populations in which the
DSM is more important than others, 10 participants said that there was not one specific
population that the DSM applied to and that knowledge was equally important to each
population. Several participants identified specific populations as being especially
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relevant to DSM knowledge, including six comments regarding Autism Spectrum
Disorder, 19 comments identifying mental/behavioral health or psychiatric related
diagnoses, and eight related to emotional and/or behavioral disorders. Respondents’
comments indicated that they believed it is important for music therapy students to be
familiar with the DSM. The following were the most commonly cited reasons why music
therapy students need to have knowledge of the DSM: (a) diagnostic purposes; (b)
treating/creating treatment plans; (c) recognizing symptoms; (d) staying “current” or “upto-date;” and (e) communicating with other professionals.
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Chapter Five: Discussion
Research Question 1
1. Is the DSM-5 being used as an instructional tool in current pre-intern music therapy
students’ education?
Results from this study showed that almost half of participants said they never or
rarely referred to the DSM-5 in their music therapy courses. Those responses primarily
came from freshmen, sophomores, and equivalency students. Zero seniors said they had
never referred to the DSM-5 in their music therapy classes, meaning that every senior
who responded said they had referred to the DSM-5 one or more times. In fact, over half
of seniors said that they “often” refer to the DSM-5 in their music therapy courses, or 6-9
times per semester. Additionally, only seniors and equivalency students answered “yes”
to owning a personal copy of the DSM-5 with no freshmen or sophomores owning a
personal copy of the DSM-5. Only one senior indicated not owning a personal copy but
said that he or she had access to a copy of the DSM-5. The higher rates of ownership and
use of the DSM by seniors and equivalency students could be due to specific courses
taken only by upperclassmen that require the DSM-5 as a textbook. Freshmen,
sophomores, and first year equivalency students may not have reached the point in their
study where they are taking classes that focus on the DSM as an area of training. In
keeping with the previous findings, most freshmen, sophomores, and equivalency
students said they never referred to the DSM-5 in their non-music therapy courses. This
could in part be due to the fact they were still concentrating on general education
requirements and had not yet had as many opportunities to take electives as seniors.
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Individuals who said that they often referred to the DSM-5 in their clinical
experiences had practica with individuals who had the following: (a) mental health
concerns; (b) Autism Spectrum Disorder; (c) substance use; (d) emotional disorders; and
(e) behavioral disorders. However, answers revealed that the students were not
necessarily learning about the DSM-5 in those settings, but rather applying the
information learned in their classes to their clinical practica. This supports research that
argues the importance of teaching the DSM at the educational level before young
professionals enter the workforce (Modi et al., 2014).
Research Question 2
2. What are the levels of perceived knowledge of the DSM-5 among current pre-intern
music therapy students?
Over half of participants rated their perceived level of familiarity as being
“slightly familiar” (51.72%). Although 10 students stated that they were not at all
familiar with the DSM-5, none of those were seniors, which again could be due to the fact
that seniors have different classes and course requirements that focus on the DSM.
Several individuals said that they most frequently applied DSM information with early
childhood programs and developmental disorders, as well as Alzheimer’s/Dementia and
Parkinson’s disease. This is interesting because while the DSM does have information
specific to developmental disorders and neurocognitive disorders, it is most commonly
referred to for psychiatric needs (APA, 2013). Perhaps this is similar to what Shaya et al.
(2013) experienced with physicians and nurses not knowing the meaning of the DSM-IV
axis despite having used it in clinical practice for nearly 20 years. Even though
participants of this study listed those populations as frequent DSM-5 application, they
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may not actually know the target disorders the DSM outlines and simply cited
populations they thought might be applicable. Zero seniors said they were not at all
familiar with the DSM-5, meaning that all seniors were either slightly, somewhat, or
moderately familiar with the DSM-5. This result is encouraging as seniors who are likely
approaching their internships have some familiarity with the DSM-5 before they begin
clinical practice.
Research Question 3
3. Where is knowledge of the DSM-5 most frequently gained during current music
therapy students’ academic career?
At 52.38%, the majority of participants indicated learning most about the DSM-5
in their music therapy courses. Non-music therapy courses were the next setting where
participants felt they learned about the DSM-5, most likely electives in psychology, social
work, special education or other departments that use the DSM in their instruction. Only
three participants said they learned most about the DSM in practicum settings, supporting
Hall and Weaver’s (2006) point that educational institutes play a more crucial role in
preparing young professionals than on-the-job clinical settings. There is a strong case for
music therapy educators to emphasize changes in their curriculum since only two
students said they learned most about the DSM in their personal use. Kupfer stresses that
training programs seize the opportunity to provide students with accurate diagnostic and
assessment information regarding the DSM-5 (Kupfer, 2014). Results from this study
coincide with Kupfer’s point as they clearly demonstrate that students are primarily
learning about the DSM-5 in their classrooms and not in their personal or clinical
experience.
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Research Question 4
4. What are the levels of personal, academic, and clinical uses of the DSM-5 among
current music therapy students and their perceptions of the usefulness of the DSM to their
professional growth?
Although the majority of participants said that they never or rarely found the DSM
to be useful in their academic, clinical, and personal experiences, 75% said that they
anticipated the DSM would either often or very frequently be useful to their professional
careers. Since Kupfer (2014) states that other mental health professionals are expected to
use the DSM-5 in their routine clinical duties, music therapists working in comparable
areas will probably find this to be true as well. Taking into consideration that diagnostic
changes will bring about adjustments for clients, it was valuable to know not only
whether students use the DSM-5, but also whether they are learning specific implications
for their clients. Participants selected diagnostic labels as most the frequently talked
about topic in their courses, followed by access to services and losing diagnoses due to
changes between the DSM-IV and the DSM-5. Of the senior population, 53.85 % had
discussed funding and 61.54% had discussed access to services. Of the equivalency
students, 22.22% were aware of implications to funding and 37.04% knew about changes
to access to services. The reason seniors and equivalency students were specifically
looked at here is because these students are more likely closer to entering the workforce
than freshmen and sophomores in terms of graduation date. D’Souza (2014) specifically
listed access to and affordability of services as being crucial for young service providers
to know, and it was surprising to learn that more upperclassmen not were familiar with
these topics. Only seven out of 13 seniors had discussed access to services regarding the
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Affordable Care Act, meaning that nearly half of students approaching graduation did
not. This finding reinforces Beidas and Manderscheid’s (2014) claim that students are
graduating without knowing how the Affordable Care Act will affect their clinical
practice.
Limitations
This study encountered limitations regarding sample size and availability.
Although it was desired for more universities to participate, the time and involvement
requested of music therapy professors may have deterred professors from agreeing to
assist with the data collection. Both schools surveyed belonged to the southeast region of
AMTA’s divisions and only informed the use of the DSM-5 among music therapy
students from one of seven regions. Thus, the sample size may not have been
representative of music therapy students as a whole. Also, no juniors responded, which
could have led to a skewed depiction of discussion of the DSM-5 in academic and clinical
settings since each year encounters varying course requirements. Equivalency students
were not asked to specify their year in school, which might have been indicative of their
levels of clinical experience. Depending on their year in school, equivalency students
could have undergone freshmen and sophomore level music therapy foundation courses
or more clinically based junior and senior level courses.
Another possible limitation is that participants were not asked what population
they are most interested in working with. This might have been helpful to learn given
that the DSM is not relevant to all populations that music therapists work with.
Knowledge of the DSM would be more important for students planning on working in
mental health as opposed to physical rehabilitation, for example. The researcher did not
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ask this as all levels of classes were invited to participate and freshmen and sophomores
may not yet have a definite idea of what their concentration will be. Had a question been
asked about populations of professional interest, isolating senior and equivalency student
responses may have better informed the usefulness of the DSM for students with whom it
will be more applicable.
In the interest of respecting participant time to complete the survey, the researcher
did not test participant knowledge of the DSM-5 in a quiz format, but asked them to
report perceived level of knowledge. Accuracy with any self-report can be difficult to
assess, and students might have adjusted their responses in the interest of appearing more
knowledgeable about the DSM-5 than they are in actuality.
Future Research
If this study were to be replicated, additional music therapy students from more
universities would be recommended to bring in a larger sample to inform student use and
knowledge of the DSM. Also, if more than one region was to be sampled, levels of
knowledge of the DSM may identify which regions are thoroughly covering the DSM and
are producing better-equipped music therapists. The researcher focused on music therapy
students and DSM-5 as an instructional tool at an undergraduate level, but it would be
useful to know if graduate students are familiar with the DSM as well. Moving beyond
the student level, it would be important to survey professional music therapists to know if
they are staying up-to-date with diagnostic trends and implications.
Since music therapists work in a variety of settings, it might be interesting to
examine those populations with which the DSM is most often applicable, such as mental
health, Autism Spectrum Disorder, substance use, etc. Taking it one step further,
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research could compare professional music therapists’ knowledge of the DSM to service
providers also working in the same setting, for instance, surveying the music therapists,
social workers, physicians, psychologists, and occupational therapists and then
comparing levels of knowledge. That information could be invaluable as music
therapists are constantly striving to be validated as knowledgeable clinicians and viewed
as equals among their co-workers.
Implications
It is recommended that music therapy programs seek to determine students’ levels
of knowledge of the DSM-5. Identifying areas of confusion will inform professors of
what future music therapists need to be taught before entering clinical practice. As
Kupfer (2014) urged, clinicians and educators alike must familiarize themselves with the
DSM-5. There is a need for music therapy programs to incorporate DSM-5 training into
the curriculum, specifically how the newest edition will impact music therapy practice
and clients. Although AMTA has standard educational requirements for music therapy
programs, perhaps a module specific to how the DSM-5 impacts music therapy could be
implemented at the educational level or offered to current therapists as continuing
education.
Educators can help ensure the preparedness of music therapy students to
effectively communicate with clinicians who are familiar with DSM terminology.
According to Welfare and Cook (2014), it only takes one clinician to model current
DSM-5 language to create a ripple effect to other professionals, and music therapists can
be those clinicians that set the example if they know the content. Conversant music
therapists can influence the opinions of other professionals to consider music therapy as a
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legitimate field that should be taken as seriously as their own. Music therapy students
need to be familiar with DSM-5 language, not only to advance the field, but for the
ultimate success of the clients they treat. As pointed out by Giangreco et al. (2000), clear
communication among treatment team members leads to better outcomes for the patient.
If music therapy students are to enter the workforce as effectual team members ready to
provide quality services to their clients, some of the responsibility falls on their educators
to teach communication skills and DSM terminology. Providing some form of
collaborative training or IPE to music therapy students would better equip them to
communicate with team members, ultimately better serving their clients.
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